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ABSTRACT
Cheek implants may need to be removed from some patients due to pathologic conditions, such as infection, or

patient dissatisfaction with cosmetic results. In these cases, correction of implant-associated facial volume loss may
be achieved by using injectable poly-L-lactic acid. Injectable poly-L-lactic acid has been used successfully and safely
for restoration and/or correction of the signs of facial fat loss (lipoatrophy) in people with human immunodeficiency
virus. Here, the author reports the off-label use of injectable poly-L-lactic acid for the correction of facial volume loss
following removal of malar cheek implants to yield a cheek lift and correction of prominent nasolabial fold wrinkles in
a man with no significant medical problems. A total of three treatments using two vials of injectable poly-L-lactic acid
per treatment were administered over the course of 16 weeks. Photographs were taken at baseline, during the 16-
week injection period, and at a post-treatment evaluation visit 35 days after the final treatment (21 weeks after the
initial injection). Although the patient has since been lost to follow up, he was very satisfied with the aesthetic results
at the evaluation visit five weeks after the last treatment and expressed a desire to be treated with poly-L-lactic acid
in the future. Injectable poly-L-lactic acid may be a good option for the correction of facial volume loss due to reasons
other than human immunodeficiency virus-related lipoatrophy.  (J Clin Aesthetic Dermatol. 2009;2(6):32–35.)

According to a survey of board-certified plastic
surgeons, dermatologists, and otolaryngologists,
almost 35,000 patients in the United States had facial

cosmetic procedures involving injectable poly-L-lactic acid
(PLLA) in 2007.1 In the same year, 2,400 patients
underwent surgical cheek implant placement.
Approximately 10 to 12 percent of facial implants may need
to be removed due to postsurgical complications (e.g.,
infection)2 or incorrect implant size, shape, or position.3

Nerve and blood vessel injury, persistent swelling, and
hematoma have also been reported as complications of
implants, although these do not always require implant
removal.4 Removal of permanent cheek implants often
results in depressions in the malar region secondary to
implant-induced bone erosion and soft-tissue contracture.3

Injectable PLLA has been used to restore and/or correct the
signs of facial fat loss (lipoatrophy) in people with human

immunodeficiency virus (HIV) and has demonstrated an
excellent safety and tolerability profile.5–7 Injectable PLLA is
currently under review by the United States Food and Drug
Administration for volume restoration and/or correction of
moderate-to-deep facial wrinkles and folds, such as
nasolabial lines or folds. This report describes the cosmetic
use of injectable PLLA for the correction of facial volume
loss following removal of malar cheek implants in a man
with no significant medical conditions and should therefore
be considered an off-label use of the product.

CASE REPORT
A 23-year-old man presented to the author’s practice for

a cosmetic consultation and one month later for baseline
photographic documentation (Table 1). The patient had a
history of cheek implants that had been removed prior to
presentation. He denied any specific disease process
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underlying the contour deficiency that
led to malar implant surgery, but noted
that he had a cleft palate as a child.
The patient also denied any previous
treatment with other skin rejuvenation
products. On examination, he had
flattened facies with depression of the
malar eminences and consequent
prominent nasolabial fold wrinkles.
Several options were discussed with
the patient, including agents that
increase volume, such as fat, injectable
PLLA, filler substances (i.e.,
hyaluronic acid derivatives), and
collagen. The patient opted for
treatment with injectable PLLA.

TREATMENT OVERVIEW
Injectable PLLA was administered

during three treatment sessions over
approximately a four-month period.
During each session, two vials of
injectable PLLA were administered. A
greater-than-normal volume of
injectable PLLA was used in this
patient due to the contour deficiency
resulting from removal of cheek
implants. Each vial was reconstituted the night before by
using 5mL of sterile water for injection (SWFI).8 The
morning of the procedure, 2mL of 2% lidocaine were added
to each vial. This reconstitution procedure differs from the
method described in the product insert, which specifies
reconstitution with 5mL of SWFI at least two hours before
use. Lidocaine 4% cream (Elamax™, Ferndale Laboratories,
Ferndale, Michigan) was applied to the injection site before
treatment in order to reduce pain. Nearly all of the total
reconstitution volume of 6.5mL in each vial was recovered,
so the patient received about 13mL at each treatment.
During the procedure, the patient was placed in a sitting
position with his legs elevated on the table. The injections
were made with a 26-gauge needle, using a threading or
tunneling technique. At least 5.5mL were injected into each
malar cheek, and the remaining 1mL per vial was injected
into the nasolabial folds. The needle was introduced bevel
up into the skin at a 30- to 40-degree angle.8 When the
appropriate deep dermal plane was reached, thin threads of
injectable PLLA were deposited superiorly and laterally
using a threading or tunneling technique. Injections were
repeated until the full amount had been injected. Ice was
subsequently applied to the site to reduce swelling while
avoiding direct contact of the ice with the skin. 

The patient received written postprocedure instructions
after a registered nurse reviewed them with him.
Specifically, the nurse reminded him to apply ice to the
treated area (avoiding direct contact with the skin) for the
first 8 to 12 hours to keep swelling at a minimum, and
stressed the importance of massaging the treated area for
five minutes five times per day for five days following

treatment to evenly distribute the product.9 While no
clinical studies have formally examined the optimal
frequency of massage, many practitioners believe that
massage may result in a more homogenous distribution of
the product.9 The patient verbalized his understanding of
these instructions. 

As recorded in Table 1, photographs were taken at
baseline, immediately after the first treatment, prior to the
second treatment, 43 days after the second treatment,
before and immediately after the third treatment, and 35
days after the third treatment. Treatment results were
evaluated by photographic documentation and patient self-
assessment. The patient reviewed the results during the
procedure and was given an opportunity to view and
compare his baseline photograph with the post-treatment
photographs (Figure 1). At the post-treatment evaluation
visit five weeks after the final treatment, the patient
reported that he was very satisfied with the results of his
treatment. Although the patient was lost to follow up after
this visit, he reported no adverse events over the five-month
span from the beginning of the injection period to the post-
treatment evaluation visit. 

DISCUSSION
In some cases, malar implants must be removed because

of infection or unacceptable cosmetic outcomes.2,3

Although injectable PLLA is currently approved for the
correction of facial fat loss (lipoatrophy) in people with
HIV, it is pending approval for volume restoration and/or
correction of facial wrinkles and folds, such as nasolabial
lines or folds. In the case reported here, a patient with no

TABLE 1. Chronological record of patient visits for 
evaluation, treatment, and photographic documentation

VISIT DESCRIPTION

1: Initial visit Initial presentation, evaluation

2: 4 weeks after visit 1 Baseline photographs taken

3: 10 weeks after visit 2 Treatment 1
Post-treatment photographs taken

4: 7 weeks after visit 3 Photographs taken day prior to 2nd treatment
Treatment 2

5: 6 weeks after visit 4 Photographs taken (43 days post 2nd treatment)

6: 3 weeks after visit 5
Photographs taken prior to 3rd treatment
Treatment 3
Post-treatment photographs taken

7: 5 weeks after visit 6

Post-treatment evaluation visit
Photographs taken (35 days post 3rd treatment)
Patient lost to follow up after this visit
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significant medical problems desired a durable, but not
permanent, volume correction and, after counseling by his
physician, chose injectable PLLA. Recent studies have
shown that increases in dermal thickness resulting from
treatment of lipoatrophy in people with HIV who use
injectable PLLA are detectable for up to two years.6,7,10 In
my clinical experience, facial volume correction achieved
with injectable PLLA is maintained for approximately 2 to
3 years. While it is difficult to compare the duration of
dermal fillers in the absence of direct comparative studies,
the duration of effect for injectable PLLA is generally
considered to be longer than that of currently available
injectable devices, including collagens (approximately
three months for older collagen products and up to one
year for more recently available porcine collagen),11,12

hyaluronic acids (six months to more than one year
depending on the product and location of use),11,13–16 and
calcium hydroxylapatite (one year or longer).11,17 Thus, the
sustained duration of injectable PLLA may be most
appropriate for patients electing to pursue longer-term, but
nonpermanent, correction of facial volume deficits. 

Although follow up of this patient after the final
treatment session was limited to 35 days, the treatment
appears to have been well tolerated. The patient reported
no adverse events over the five months following the initial
treatment session with injectable PLLA. In a long-term
study of safety and efficacy of injectable PLLA, the vast
majority of treatment-related adverse events were reported
at the time of injection and all were localized to the injection
site.6 Adverse events reported other than at the time of
injection included one case of infection (reported two
weeks after the first injection), one case of injection-site
induration, and nine cases of injection-site nodules
(described as “lumps” or “bumps” that were palpable, but

generally nonvisible). Woerle et al have reported a tenfold
reduction in the incidence of subcutaneous papules that
coincided with a switch to reconstituting injectable PLLA
with a total volume of 5mL rather than 3mL as used in the
Moyle study.18 Since the early clinical trials of injectable
PLLA, other refinements in the reconstitution,9 injection
technique,19 and post-treatment massage20 have been
postulated to decrease the incidence of nodules or
subcutaneous papules.21 Nonetheless, physicians should be
aware of the potential for late-onset subcutaneous nodules,
some of which (overall incidence as low as 0.1%) have been
characterized by histology as foreign-body granulomas.22–25

In summary, this patient achieved a very satisfactory
correction of facial volume following removal of malar cheek
implants and did not report any adverse events throughout
the 16-week treatment period or the five-week post-
treatment period. The patient was impressed with the
aesthetic results obtained using injectable PLLA and
expressed a desire for retreatment with the product, when
necessary. Experience with injectable PLLA with respect to
reconstitution, injection technique, and post-treatment
patient instruction has facilitated the ability of physicians to
optimize outcomes in patients.
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